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NOTE 

The views expressed in this report are those of the participants 
in the Workshop and do not necessarily reflect the policy of the 
World Health Organization. 

This report was prepared by the World Health Organization 
Regional Office for the Western Pacific for Governments of Member 
States in the Region and for participants in the Intercountry 
Workshop on Primary Health Care Development in Malaysia and the 
Republic of Korea, held in Malaysia from 12 to 18 November 1978 
and in the Republic of Korea from 4 to 8 December 1978. 
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1. SUMMARY 

The general objective of the workshop was to exchange and share 
experiences and knowledge in the development of primary health care by 
observing and studying ongoing primary health care activities and 
discussing specific areas in primary health care planning and 
implementation in both Malaysia and the Republic of Korea. 

Some 50 participants, observers and resource persons attended the 
workshop, representing government officials as well as private 
organizations of various sectors. 

Plenary sessions in Malaysia covered areas such as: 

community development and its organizations; 

PHC approach in underserved areas; 

applied food and nutrition programmes; 

community participation in community health movement in Negeri 
Sembilan State. 

In the Republic of Korea, the following papers were presented at the 
plenary sessions: 

development and implementation of primary health care programmes; 
administrative preparation of primary health care programmes; 
The Korea Health Development Institute demonstration project; 
Kanghwa demonstration project; 
Choonsung demonstration project. 

The group work discussed in detail problems related to the above 
topics. Complementary to the above-mentioned discussions in Malaysia as 
well as in the Republic of Korea field visits were organized. These field 
visits had not only stimulated the discussion considerably but in many 
instances had contributed to the better understanding of community 
problems. The Felda Scheme and Saemaul Undong movement had been given much 
attention as an approach to improving the health of the people. 

In general, the discussions and exchange of information were 
conducted in a very friendly atmosphere which certainly contributed to the 
success of the workshop. All participants had been actively involved in 
the deliberations. 

It is worthwhile to mention that the quality of the discussion in 
terms of relevance, practicality and scientific aspect was good. This was 
reflected in the set of recommendations presented by the workshop to the 
respective governments and WHO/UNICEF. 

The participants unanimously agreed that this workshop was very 
useful, and certainly had achieved the objectives set for the workshop. 
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2. BACKGROUND 

The Regional Director in his report to the International Conference 
on Primary Health Care, held in.Alma-Ata (6-12 September 1978) states that 
all countries and areas in the Western Pacific Region are deeply concerned 
with improving the quality of life of their people. In spite of the 
sincere efforts of national leaders, administrators and technocrats, there 
exists a wide gap between what is desired and planned and the measures 
effectively implemented. The present system of health care delivery in 
most countries remains inadequate for improvement of the health of the 
people and does not satisfy their rising expectations. 

The International Conference on Primary Health Care affirmed that 
primary health care is the key to achieving an acceptable level of health 
throughout the world in the foreseeable future as part of social 
development and in the spirit of social justice. 

The technical knowledge and the means to start on the development of 
the primary health care concept already exist in many countries in the 
Western Pacific Region to a greater or lesser extent. Malaysia, the 
Republic of Korea and the Philippines are among them. Mutual support of 
countries for primary health care consists in the sharing of expertise and 
exchange of information and experience. The World Health Organization has 
a clear mandate to cooperate technically with Member countries and to 
foster cooperation between the Member countries themselves, in making 
optimum use of the technical and administrative resources available in 
these countries. 

It is with this spirit of technical cooperation among developing 
countries (TeDC) that WRO/UNICEF was sponsoring the intercountry workshop 
on primary health care development in Malaysia and Republic of Korea. It 
was organized by the Governments of Malaysia and the Republic of Korea with 
the participation of the Philippines. 

3. THE WORKSHOP 

The intercountry workshop on primary health care development in 
Malaysia and the Republic of Korea was held in Malaysia on 
12-18 .November 1978 and in the Republic of Korea on 4-.8 .December 1978. 

The objectives and the description of the workshop programmes were 
developed in consultation with the Ministry of Health of Malaysia and the 
Korea Health Development Institute of the Republic of Korea. 
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The conduct of the workshop was primarily designed to meet the 
objectives of the workshop, i.e.: 

to exchange and share experiences and knowledge in the development 
of primary health care by observing and studying ongoing primary health 
care activities and discussing specific areas in primary health care 
planning and implementation in both Malaysia and the Republic of Korea. 

Dr Raj Karim, the temporary adviser from Malaysia acted as workshop 
director in Malaysia, 50 did Dr.H.J. Park, temporary adviser from the 
Republic of Korea in the Republic of Korea. 

The workshop topics presented at the plenary sessions were as follows: 

In Malaysia 

(1) Community development and organization in Malaysia with special 
reference to problem areas. 

(2) Primary health care approach in the underserved areas with 
special reference to Malaysia. 

(3) The Applied Food and Nutrition Programme as a community health 
programme. 

(4) Experiences of involving community in the planning of community 
health movement with special reference to the state of Negeri Sembilan in 
Malaysia. 

In the Republic of Korea 

(1) Overview of development and implementation of primary health 
care programme in the Republic of Korea. 

(2) Administrative preparation of primary health care programme. 

(3) Korea .. Health Development Institute demonstration project. 

(4) Kanghwa demonstration project. 

(5) Choonsung demonstration project. 

The participants were divided into three smaller groups to discuss 
specific topics in detail. The finding and result of the group work was 
then presented to the workshop at the plenary sessions. 

Topics discussed in the groups were: 

In Malaysia 

(1) Identification of underserved areas in Malaysia. 

(2) Mobilization of community support for primary health care 
programme. 
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(3) Community education for primary health care programme. 

(4) Management of primary health care programme. 

In the Republic of Korea 

(1) Review of a proposed guide to development of primary health care. 

(2) Social preparation and community organization for primary health 
care. 

(3) Development of primary health care team. 

EmphasiS had been laid on exchange of experiences, which was enhanced 
by the field visits and presentation of case studies and further analysed 
in the group work. 

State: Negeri Sembilan 
District: Kuala Pilah 

District: Seremban 

4. FIELD VISITS IN MALAYSIA 

briefing by the Director of Medical and 
Health Services, Negeri Sembilan, on the 
medical and health services of the state; 

briefing by the Medical Officer of_Health 
of Kuala Pilah on the organization of the 
medical and health services at district 
level; 

visit to Kampong Sungai Talang to observe 
community participation in the gravity 
feed water supply system; 

visit to main health centre in Bahau; 

visit to Felda Scheme Palong I, a 
comprehensive land development scheme for 
settlers. 

briefing by the Director, State Planning 
Unit, Negeri Sembilan, on planning 
process at state level; 

briefing by the State Development 
Officer, Negeri Sembilan, on community-

based projects, the social approach and 
community participation; 



District: Jelebu 

State: Selangor 
District: Kuala Langat 
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briefing by the Deputy Director of Health 
Services, Negeri Sembilan, on the 
experiences in involving communities in 
the planning of community health movement 
p rograDllle. 

visit to the health subcentre, Simpang 
Durian, a remote area in Jelebu District, 
briefed on rural health team activities; 

briefing by the District Officer, Jelebu, 
on socioeconomic development and 
cODlllunity project in Jelebu; 

visit to Kampong Ulu Sepri and Kampong 
Hilir Sepri - a meeting with the village 
committee members. 

briefing by the District Officer of Kuala 
Langat on community development in Telok 
Datok; 

briefing by the Assistant District 
Officer on applied food and nutrition 
project; 

visit to Kampong Endah - opportunity to 
see the health conditions of the homes 
and observe daily activities of the 
people; 

attend the council meeting of Mukim Morib 
and Kelanang; 

visit to the community health centre in 
Kampong Sungai Kelambu to observe a 
community-organized education session; 
discussion after the field visits in 
Telok Datok. 

FIELD,VISITS IN THE'REPUBLIC OF KOREA 

Kanghwa study area briefing by Dr II Soon Kim on the set-up 
of the project; 

visit a health subcentre; 

visit a family health worker. 



Hongchon study area 

Choonsung study area 
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received by the deputy Gun chief; 

briefing by Mr Kong Hyun Kim, KHDI field 
officer on the Hongchon health project; 

visit Gun health centre; 

visit Sanghwagae primary health unit; 

visit Changjeonpyong Ri. 

briefing by Mr Moon H. Chung on Gun 
health activities; 

visit to Shindong health subcentre; 

visit to two villages to observe Saemaul 
Undong in Ko Du Li and Shinchon Li. 



OBJECTIVE 

Korea Health Development 
Institute Project 

(i) To develop a new 
low-cost health ca~e 
delivery system in rural 
Korea. 

(ii) To provide primary 
health care to two-thirds 
of the population to be 
covered by the project area. 

(iii) To facilit.te 
community involvement, 
health committees or forums 
for community participation 
are to be established at 
each local administrative 
unit. 

(iv) To establish health 
committees to facilitate 
community involvement in 
health care in the project 
area. 

ACTION AND CONTENT 

(i) Development of 
integrated three-tiered 
community health care 
services with a referral 
system at the Hyon and 
village levels in the 
demonstration area. 

(ii) Developffie~t of new 
categories of non-medical 
personnel to provide 
appropriate preventive and 
curative services in the 
demonstration area. 

(iii) Training and 
deployment of new cate
gories of community health 
workers. 

(iv) Coordination of 
community efforts to 
improve environmental sani
tation and personal hygiene. 

PROBLEMS ENCOUNTERED 

(i) Lack of knowledge of 
how to manage, coordinate, 
finance and evaluate research 
and demonstration projects in 
the health services. 

(ii) A continuing high 
mortality rate (infant mortality 
rate: 38/1000 live births a 
year). 

(iii) Acute and chronic 
communicable diseases continue 
to be one of the major health 
problems, especially water and 
food-borne communicable 
diseases, due to inadequate pipe 
water supplies, sewage disposal. 

(iv) Shortage of qualified 
health manpower and lack of 
health facilities in rural areas. 

EXPECTED RESULT 

(i) A low-cost health 
care delivery system a1apted 
to local situation with 
emphasis on health prevention 
and promotion. Development 
of an alternative financing 
mechanism for rural health 
care. 

(ii) Equal distribution of 
skilled health workers, 
increased confidence of ~he 
communities in public health 
facilities. 

(iii) A new plan for health 
manp0wer development, redefi
nition of the role and function 
of various health workers, 
career opportunities for health 
workers. 

(iv) Research and develop 
new approaches a~d procedures 
in health development. 

ACHIEVEMENT 

(i) Establishment of the 
demonstration areas and 
implementation of the 

"demonBtration project. 

(ii) Training of new 
categories of personnel, 
such as community health 
practitioners and village 
health agents completed, 
and personnel deployed in 
the demonstration area to 
run the demonstration 
project. 

(iii) Establishment of 
primary health care network 
in the demonstration area. 

(iv) Development of 
different schemes according 
to the geographical and 
socioeconomic status of the 
area. 

--l 



OBJECTIVE ACTION AND CONTENT 

(v) Promotion of good 
health through public 
information and education. 

(vi) Development of 
alternative ways of 
financing community health 
services (e.g. health 
insurance scheme, pre-paid 
health care scheme). 

PROBLEMS ENCOUNTERED 

(v) Increasing costs of 
medical care. 

EXPECTED RESULT ACHIEVEMENT 

(v) Community participa
tion through the consumer 
representati ves. 

(vi) Development of 
evaluation schell'.€ for the 
demonstration project. 

(vii) Development and 
formulation of management 
information system for the 
demonstration rroject. 

(viii) Construction and 
remodelling of certain 
health facilities in the 
project areas. 

(ix) Establishment of a 
rural health cooperative 
scheme (Dae Dong Hai). 

::lO 



OBJECTIVE 

Chunseong Project 

(i) 10 develop B 
community-bas~d health 
programme which could 
provide appropriate 
comprehensive and affordable 
service to the rural 
population. 

To develop a demons
tration model ~or a 
comprehesive rural health 
service adaptable to other 
rural communities in the 
Republic of Korea. 

(ii) to provide pr~ctical 
field training for stu:ents 
in actual situations. 

(iii) To conduct research 
in solving specific 
community health problems. 

ACTION AlII) !IIIIr!'mft 

(1) Utilization ot 
existing go~nt health 
delivery system for 
project aoti-itl.a. 

(1i) Organ~t1on and 
mobilizatioc ot mothers' 
club to develop community 
health serviee within the 
~ontext or socioeconomic 
development in the community. 

(iii) PreveDtive health 
service, 3ucII as maternal 
and child health, family 
planning, ~unlcable 
disease control. health 
education, ~~ environ
mental health is provided 
followed by li"ned 
curative services. 

(1v) rntro4D<~?n of • 
health insurance programme 
to cover the cost of 
medical care. 

(v) Expansion of coverage 
and facilities for curative 
serv!ce3 .. 

PROBc~S ENCOUNTERED 

{1) ~ shortage or health 
mar.power and facilities. 

(11) The difficulties of 
br:~~1~g health care to the 
CC1E~1ty level. 

(iii) !he inadequacy of the 
tra~itional, clinically-oriented 
approach towards medical schools; 
in ether words. health snc 
medi~l education had failed to 
res~nd to the population need 
for ~lcal care .. 

(!y~ The ill-health con41t1005 
of t~ ~roject area (survey 
showed 64 per ce~t of the studied 
gr~~~ had one or more health 
prot:ems). 

(v~ In~urr1cient f1nancial 
base :or maintaining health 
i~~~~a~ce 3cheme. 

EXPECTED RESULT 

(1) 1.provement of the 
quality of the services and 
or the training programme 
through research aetivities~ 

(it) Informstion necessary 
ror its successful 1mpleme~t
ation by field training. 

(i11) Improvement of the 
coverage of health services 
in project area. 

(iv) Information and data 
for the development of compre
hensive rural health service! 
in the Republic of Korea. 

(v) Students have better 
Wlderstanding ar,j practical 
skills in rural situations. 

.::HIEVEMENf 

(i) Chu~seong heal~n 

ins~~ance ~lan has 1SC ~~O 
mem~,e!'"ships. 

(i1 !~provements in 
q::a! :y and quantity c~ 
tteal h. 

! 1':' The project provi~e.! 
t~ ning facilities in ru~~: 
~e~ th (or medi~al studp~:~ 
as well as health personne~. 

{iv} Inauguration of a ~v 
:entral ~llnlc in Chunseo,-~ 
=i~y for curative servi~e! 
:~ insured population. 

.c 



OBJECTIVE 

Kangwha Project 

(i) To develop a compre
hensive health care delivery 
model from community level 
to secondary level in rural 
Korea. 

(ii) To provide community 
health teaching facilities 
for medical students. 

. , 

ACTION AND CONTENT 

(i) Development of a 
village-based family 
health worker linking 
community activities within 
existing government system. 

(ii) Development and 
reorganization of the 
existing Myon health sub
centre to provide better 
basic health care for the 
entire community. 

(iii) Building and main
tenance of physical faci
lities for students in 
field practice. 

PROBLEMS ~NCOUNTERED 

(i) Lack of health 
consciousness in the 
communities. 

(11) Lack of proper health 
care services. 

(iii) Inadequate number, 
education and distribution 
of health manpower for actual 
needs of the population. 

(iv) Health care unevenly 
distributed among the people, 
too costly for the majority to 
afford, disease and hospital
oriented although most of 
diseases were caused by prevent
able conditions. 

(v) Health problems remained 
unrecognized and unattended in 
face of abundant need because 
of poverty • 

EXPECTED RESULT 

(i) The village-based 
family health worker to 
bring about change in 
community health and to 
enhance community-based 
health manpower development. 

(ii) The family health 
worker will fullfil the 
objectives to fill up health 
manpower shortage at the 
community level. 

(iii) To provide more 
appropriate health care to 
the community. 

(iv) Students have better 
understanding and practical 
skills in rural health 
situations 

ACHIEVEMENT 

(i) 31 health pests are 
placed in every villages 
covering 500 to 600 persons. 

(ii) The family health 
workers are well established 
in their villages. They 
provide simple health 
service and are strongly 
motivated and convinced that 
their activity has made a 
difference in the health of 
the community. 

(iii) A Myong health sub
centre is utilized as the 
official terminal unit for 
the primary health care 
service, staffed by a 
community physician, a 
midwife, a public health 
nurse, and other health 
workers. 

(iv) The project has 
teaching facilities for 
rural health practices 
(or medical students. 

... o 



OB~CTIVE 

Malaysia 

1. Survey of underserved 
~ 

(i) To identify villages 
underserved by the existing 
permanent rural health 
infrastructure. 

(ii) To identify local 
resources and manpower which 
could be utilized in the 
planning of community 
activities at village level. 

(iii) To identify alter
native approaches for imple
mentation of community 
health movement in different 
situations. 

ACTION AND CONTENT 

Survey was carried out in 
the 46 Applied Food and 
Nutrition Programme 
districts in Peninsular 
Malaysia covering an 
estimated 3 799 773 popu
lation in 9581 villages. 

(i) Identification of 
underserved areas through 
a mapping methodology anj 
delineation of areas 
covered by the existing 
health facilities. 

(ii) Identification of 
local resources and manpower 
which could be utilized in 
the planning of community 
activities at village level 
in the underserved villages. 

(iii) Village level 
consultations to discuss 
minimum activities and 
services and identify 
various resources which 
could be utilized. Also, 
identification of numbers 
and types of individuals to 
be trained in specific tasks. 

EXPECTED RESULT 

At least 50~ of the rural 
population would be served 
by permanent rural health 
infrastructure. 

Formulation of suitable type 
of village-level organization 
to coordinate health act:vities 
at local level. 

Establishment of inter
sectorial committees at 
national, state and district 
levels to utilize eXisting 
community development set-up 
to develop applied food 3nd 
nutrition. 

A'CHI EVEMENT 

Survey findings 

(i) Population coverage 

Of the 9582 kampongs and 
3 799 773 people surveyed in 
47 applied food and nutrition 
programme districts 2315 (24~) 
kampongs were found to be 
underserved. The estimated 
population living in these 
underserved kampongs was found 
to be 446 760 comprising about 
12~ of the population. 

(ii) Individual resources 

Of individual resources 
identified in the underserved 
kampongs, 68.8J were non
government resources. Manpower 
resources identified included 
teachers, pemaju masyarakat, 
kampong bidan, imam, ketua 
kampong/bomoh/sinseh, and 
masons. 

(iii) Community organizations 

Of 1122 kampongs surveyed 
in Kedah, Perak, Selangor, 
Neger! SeBbilan, Johor, Pahang 
and Trengganu, 56.6~ had JKKK. 
But Kelantan had no JKKK. 
Other organizations included 
Persatuan Peladang (30~) 
and youth clubs (20~). In 
the villages surveyed, only 5% 
had women's organizations. 

(iv) Physical and other 
resources 

80J of the physical 
resources identified were non
governmental. These included 
sundry shops (which could sell 
common aedlcine), surau and 

..... ..... 



OBJECTIVE ACTION AND CONTENT EXPE::TED RESULT ACHIEVEMENT 

sekolah rakyat. Of the 1122 
kampongs surveyed, 176 had balai 
raya (15.7%) and 144 had schools 
(12.8%), 82 kampongs had Kelas 
Dewasa (7.3%) and 38 had kelas 
ekonomi rumahtangga (3.4%). 

(v) Transport and communication 
facilities 

Of 670 kampongs surveyed, 
81.8% were reachable by road, thus 
facilitating referral of sick 
cases and visits by mobile teams; 
71% of the kampongs were reachable 
by land rover and 20.7% by 
motorcycle; 61% were reachable by 
car and 27% by boat. 

Only 30 kampongs had 
telephones (4.5%). 

(vi) Radios 

20.3~ of the kampongs have 
more than 50% of their households 
owning radios. 34.B% have 20-50J 
of the households with radios and 
44.9% have less than 20% of the 
household with radios. 

Availability of radios will 
influence the effectiveness of 
radio broadcasts for community 
education. 

(vii) Sanitation 

Of 33 844 houses, 34.8% 
(11 767) have sanitary latrines. 
Of the sanitary latrines, 6028 
(51.2%) are pour-flush latrines. 

4040 (11.9%) of the houses 
are supplied with JKR water supply 
of which 1.~ (426) have tube 
wells. 46% have earth wells. 

.... 
'\.l 



OBJECTIVE 

2. Applied food and 
nutrition programme 

(i) To decrease the 
nutritional gap between the 
rural and urban population 
by improving the health and 
nutritional status of the 
population using toddler 
mortality rate as a nutri
tional indicator. 

ACTION AND CONTENT 

Programme with the following: 

(i) Improvement of 
the economy and food 
production. 

(ii) Organization of 
educational activities 
including nutrition 
education, home economy, 
community and pre-school 
education. 

Carrying out of a 
survey out of 2 of 6 
administrative districts 
of Negeri Sembilan, Rembau 
and Jelebu. 

Formation of working 
committees at district and 
village levels with village 
leaders involved. 

Phase I - Realth services 
coverage was 
determined. 

EXPECTED RESULT 

(i) Nutrition would be 
viewed as solely a health 
problem. 

(ii) Various depart~e~ts 
would claim their individual 
priorities in the progr~~e. 

(iii) Collaboration of 
efforts of various government 
agencies and voluntary commu
nity groups. Pilot prc:ect was 
initiated in Mukim Tanjo~g, 
Duabelas, Telok Datuk. 

ACHIEVEMENT 

Of 1122 kampongs, 140 (12.5J) 
have a potential for community water 
supply system by gravity-
feed. 

(viii) Community workers 

Village-level consultation in 
1122 kampongs identified 418 kampong 
bidans and 393 masons to be trained 
as well as 1715 persons to be 
trained in first aid. 

An assessment made showed that: 

(i) The integrated approach had 
paid off in that there was a new 
spirit of cooperation among 
government officials and valuable 
experience was gained in methods of 
getting community participation at 
grassroot level. 

(ii) There was a fall in toddler 
mortality rate and an improvement 
of weight for age in children 
attending MCH clinics. 

(iii) The biggest impact was on 
community attitUde. There was 
increased awareness in family 
health and nutrition and a greater 
activity of voluntary organiza
tions, e.g. youth clubs and 
women's groups. 

,.. 
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OBJECTIVE 

3. Community health 
movement in 
Negeri Sembilan 

To plan a community 
health movement by defining 
underserved areas, health 
services coverage, available 
community resources and 
community views of organi
zation of community health 
movement, utilization of 
resources and problems which 
may be encountered on 
implementation. 

ACTION AND CONTENT EXPECTED RESULT 

Phase II - The village 
headman was asked 
to assess human 
and physical 
resources available 
in the underserved 
areas. 

Phase III - Through consultation 
at village level, 
feedback was obtained 
from members of the 
cOlllllunity as to 
resources available 
and also their ideas 
relating to the methods 
of implementation and 
organization of commu
nity health movement 
at village level. 

(i) 20~ of the villages in 
Jelebu was estimated to be 
underserved. 

16J of the villages 1n Rembau 
was estimated to be underserved. 

(ii) Community participation 
in the survey and planning of 
a community hea:th movement 
programme. 

(ii1) Families motivated to 
be self-reliant, progressive 
and responsible for making 
their own decisions. 

ACHIEVEMENT 

While a multisectorial ·approach 
was feasible to organize, result 
of an integrated intersectorial 
approach was doubtful. 

(1) After re-delineation, only 
7% were considered underserved in 
Je1ebu, only 2% in Rembau. 

(ii) Manpower resources revealed 
teachers, policemen, masons, 
retired government servants, 
religious leaders and midwives 
indicated willingness ·to be trained 
1n first aid to part1cipate in 
cOlllllunicable disease outbreaks. 

(iii) Cooperation of village 
headmen in the survey and willing
ness to coordinate community health 
movement activities. 

• 

... 
~ 



OBJECTIVE 

4. Federal land develop
ment scheme 

To contribute to: 

(i) Agricultural deve
lopment of the country 
through land development and 
settlement activities. 

(ii) Uplifting the income 
and livelihood of the rural 
poor by providing employment 
opportunities • 

(iii) Restructuring of the 
Malaysian society through 
its development activities. 

ACTION AND CONTENT 

Development of rural land 
based on fully integratp.d 
"package deal" approach 
which includes land 
clearing, planting of main 
crops, development of 
villages, selection and 
placement of settlers, 
management marketing 
service and facilitating 
social and COlllDlunity 
development. 

Settlers are given 6-14 
acres holdings with rubber 
and 011 palms from which 
their income is derived; 
on completion of repayment 
of development cost over 
15 years, settlers can 
obtain title to or share 
in the land. 

Social development acti
vities in the form of 
restructuring of the 
traditional social life. 
Community development 
activities organized by 
the settlers. 

EXPECTED RESULT 

(i) The transfer and 
resettlement of rural families 
into Felda schemes would bring 
about modernization of agri
culture - a change from sub
sistence to "market agriculture". 

(ii) With a stronger ~~d 
firmer economic base resulting 
from improved living standards 
and income, the settlers' 
children will have better 
opportunities for their 
"upward mobility". 

(iii) To provide each settler 
and family sufficient scope and 
motivation to learn to be self
reliant, progressive and 
responsible for making their 
own decision. 

ACHIEVEMENT 

(i) Subsistence farmers have 
become commercial farmers today 
due to the planting of export 
crops, e.g. rubber, oil palm. 

(ii) IncreaSing number of 
settlers' children attending 
secondary education, colleges 
and universities. 

It is seen that very few of the 
settlers go back to their original 
rural life, most of them adapt to 
the new life which is more rigid 
and offers more self-discipline. 
Settlers have been found to be more 
productive in crop production and 
more progressive in their outlook 
and have started transport, 
marketing, mill and shop coopera
tives, education funds, and 
security services with advice from 
Felda officers. 

... 
J1 
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5. RECO~ATIONS 

Approximately 50 participants from various disciplines contributed 
their ideas and experiences to the workshop. 

After thorough deliberation the interoountry workshop reoommended to 
the participating governments and to WHO/UNICEF the following: 

Recommendations to governments 

(1) To organize follow-up national workshop on primary health care. 

(2) To initiate and develop R&D (research and development) 
programmes in primary health care; 

to test the proposed guidelines on primary health care and 
to prepare country guidelines for primary health care; 

to develop the appropriate technology for primary health 
care; 

to study the interaction between community and primary 
health care workers; 

to develop the community organization and participation in 
primary health care; 

to develop the oontent of primary health oare programmes; 

to develop the monitoring mechanism, evaluation criteria and 
indicators for primary health care; 

to organize and manage primary health care programmes. 

(3) To review existing health manpower development and training in 
relation to primary health care~ 

(4) To develop an intersectorial approach to health manpower 
development. 

(5) To provide career development opportunities for primary health 
care workers. 

(6) To review existing restrictions in order to allow primary 
heal th care workers to function effectively. 

(7) To establish an exchange programme for key officials involved 
in primary health care to observe and gain experience from other countries. 

(8) To strengthen existing health infrastructure to support primary 
health care. 
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(9) To develop or strengthen a coordination mechanism based on an 
intersectorial approach. 

(10) To provide logistic and financial support for primary health 
care. 

Recommendations to WHO/UNICEF 

(1) To assist the governments to organize national workshops on 
primary health care. 

(2) To organize the next follow-up workshop in the Philippines. 

(3) To organize interregional workshops on primary health care. 

(4) To expand the scope of this workshop through observation of 
primary health care projects in countries in other regions. 

(5) To develop a technical exchange programme not only in the form 
of seminars and workshops but also through bulletins, project writeup and 
other literature on primary health care. 

(6) To support research and development programmes at country level. 

(7) To develop a mechanism to enhance further exchange of 
information and experiences of field personnel between countries. 

6. PARTICIPANTS' IMPRESSIONS 

The participants observed that the development of primary health care 
in Malaysia and the Republic of Korea was different. While the stress in 
Malaysia was on providing basic health services to the whole population by 
the Government, in the Republic of Korea, this component was not so 
significant, as the private sector had a more important role to play. In 
both countries there was a strong tendency to have community participation 
in the health programme but again the difference lay in the strategy and 
approach. The involvement of the people was considered an essential 
component to ensure successful implementation of primary health care and 
self-reliance in health care. The participants were of the opinion that 
every opportunity should be used to mobilize available community 
resourc·es. The introduction of appropriate technology, understood as a 
simple, acceptable and affordable tool in the health care delivery system, 
was also considered important. 

It was also noted that socioeconomic development programme such as 
the Felda Scheme in Malaysia and the Saemaul Undong movement in the 
Republic of Korea definitely improved the health status of the population. 
The partiCipants believed that this should be further explored and where 
possible the health service should collaborate with the authorities in 
charge of socioeconomic development programme. 
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Although realizing the limitation of the workshop, however, they felt 
that the workshop was far too short and that more time should be allotted 
for further group and plenary discussions. Nevertheless, the participants 
unanimously expressed their opinion that the workshops in both Malaysia and 
the Republic of Korea were fruitful and generally managed to achieve their 
objective. The participants felt that the workshops provided a valuable 
opportunity for them to observe the development and initiation of primary 
health care projects in the two countries and that the exchange of 
experiences gained from site visits, presentation of papers, discussions 
and group work were valuable. 
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The participants of the intercountry workshop on primary health care 
development in Malaysia/Republic of Korea would like to place on record 
their appreciation to the Governments of Malaysia and the Republic of Korea 
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the Republic of Korea for their support and assistance throughout the 
workshop; and to the World Health OrganiZation and UNICEF for sponsoring 
the workshop. 

They also wish to thank the two temporary advisers, and those who 
helped make the workshop possible. 



- 19 -

ANNEX 1 

OPENING SPEECH BY THE HONORABLE Y.B. TAN SRI CHONG .HON NYAN, 
MINISTER OF HEALTH, MALAYSIA, AT THE INTERCOUNTRY 

WORKSHOP ON PRIMARY HEALTH CARE DEVELOPMENT IN 
M4Lb-YSIA/R·EPUBLIC OF KOREA (MALAYSIAN COMPONENT) 

May I welcome the participants to this Intercountry Workshop on 
Primary Health Care between the Republic of Korea and Malaysia, as well as 
the observers from the Philippines and advisers and consultants from the 
World Health Organization and UNICEF who are here to assist in this forum. 
As you are aware, this is the first Intercountry Workshop on Primary Health 
Care to be organized in this region as part of the programme for technical 
cooperation amongst developing countries. I would like to thank the World 
Health Organization for its encouragement and initiative in this approach. 

You have all been exposed for some time now to the concept of primary 
heath care designed to provide a basic health care system particularly to 
those in underserved areas. This concept has been the subject of very 
active discussion amongst experts, practitioners of health care, planners 
and community workers in seminars and conferences at national, regional and 
international levels. Although there are variations on the theme as to 
what should be properly defined as primary health care, perhaps we should 
take the WHO definition as the central point of reference as being "the 
point of entry for the individual to the national health system, where it 
should be an integral part of the system and related closely to the life 
patterns and needs of the community it serves and be fully integrated with 
other sectors involyed ;in commuoity development." 

The emphasis in such a definition is a system which has local content 
related to the needs of the indigenous society and integrated with other 
programmes of community development. This particular concept is already 
part and parcel of our planning in our successive economic development 
plans and we certainly would wish to share our experience in this field of 
intersectoral involvement in basic health care with other participants in 
this workshop. Whilst we can say with due modesty that we have achieved 
some successes, we have also suffered some failures in these planning and 
implementation processes and I am certain that our participants here will 
also gain by the experience of representatives from the Republic of Korea 
and the Philippines in this particular area of work. 

We ourselves will be the first to admit that although we have given 
priority to the establishment of a health delivery system that should meet 
the evolving needs of our own population, there are still sizable pockets 
both in the rural and urban areas which need to be more satisfactorily 
covered in terms of preventive services, medical faCilities, health and 
environmental education and applied nutrition. Whilst it may be tempting 
for planning agencies to establish facilities and wait for these to be 
used, it is now our more positive approach to seek out where these 
underserved pockets are located and to establish our basic facilities there 
so that we are reaching out to the people rather than that they should with 
greater difficulty look out for us. 
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We have much to learn from the successes and failures of modern health 
delivery systems as they have been developed in industrialized countries. 
I do not believe however that you will want to adopt such systems in their 
entirety in our own society because some of these weaknesses are very 
manifest where highly institutionalized medical services, located in urban 
sectors and cities have in most instances proved beyond the economic reach 
of a large sector of the population. We do not necessarily move out only 
from established centreS in the cities when we extend our health services. 
We should also move in from the periphery. 

It is with this need to look at our own situation and with a fresh 
perspective as to what are the basic needs of our own community that I 
value the holding of an intercountry workshop such as this so that our 
experience gained with difficulty and hardship can be passed on to others. 
Together we can then improve upon our efforts. 

So often we see the reality in our health problems that whilst we may 
be combating the diseases of nature, we are also faced with the inertia, 
prejudice and social attitudes of mankind. You are all aware of the 
familiar problem where some people seem somehow not capable of relating 
their habits and the habits of their community to their health and their 
environment. When an outbreak of disease occurs it is the attitude of such 
people that it is the duty then of paid health workers to resolve their 
problem blissfully unaware that without their active participation, 
involvement and understanding of the health problems concerned, whatever 
that is done by an external agency can perhaps only be temporary at best. 
Of course, there is sometimes a lack of basic amenities which must be 
available to minimize the outbreak of disease but our own experience in the 
light of the various outbreaks of endemic diseases that we have faced is 
that there must be willing and cooperative public response to any health 
measures that we may take. 

While we need to graft on to a local community the modern concepts of 
health care, we must also ensure at the same time that this transplant is 
not rejected because of local prejudice, lack of education and lack of 
understanding as to why such a concept should be introduced into the local 
scene at all. Emphasis on health education and prevention is clearly 
needed as well as for inter-sectoral resources to be mobilized and 
utilized. We cannot keep on exhorting people to drink only potable water 
for their health's sake when no such water is available. .. 

While we are all involved and concerned about rural development and 
care for the poor, we are in danger of frustration if we seek solutions to 
these problems on an individual agency basis. More and more we are 
concerned in Malaysia with the overall integration of health services with 
the total services for the community. Like all bureaucracies, we may be 
divided into administrative departments but we cannot divide health 
problems so neatly. We already have a firm basis in an extensive network 
of rural health facilities including health centres, midwives clinics and 
community clinics developed in the last 20 years since we achieved 
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independence. We aim to increase our coverage of the rural population and 
our successive development plans will be designed towards this purpose, 
although it may take us another 10 years before we can say that there is 
adequate coverage. Meanwhile, of course, as a result of our recent surveys 
by the Ministry of Health we have already established and identified what 
the underserved or unserved populations are in these areas and our 
programme on primary health care will be implemented with this basic data 
in our hands. 

Our first survey Was carried out in 1977 and 1978 in those districts 
where we have applied food and nutrition programmes and our figures show 
that about 34 per cent of the village areas or 12 per cent of the 
population are still underserved. We will extend the survey in 1979 to the 
other areas in Peninsular Malaysia as well as Sabah and Sarawak and we 
expect to cover the whole population with health services by 1985 if all 
our planning goes well. Like other countries in this region however, we 
are handicapped by limitations in personnel particularly at professional 
level. Within such constraints as may exist however, we believe that it is 
the fundamental right of every human being to enjoy good health and be 
assisted by the society in which he lives to attain that goal by the 
availability of a healthy environment and basic preventive, curative and 
rehabilitative services to make him a socially and economically productive 
human being. 

I trust in these circumstances that your participation in this 
workshop will enlarge your own concept and experience in this vital area of 
work and that in the course of your field visits, you will be able to 
appreciate some of the problems that we face and some human attitudes that 
we must surmount if we are to achieve our joint goal of having good health 
for all in this country and in this region. I hope that in between 
official programmes you will be able to see something of the life of our 
own people in an environment that may sometimes be dissimilar to yours but 
in whose basic needs we share a common concern. 
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OPENING SPEECH BY THE HONORABLE HYON HWACK SHIN, 
MINISTER OF HEALTH AND SOCIAL AFFAIRS, REPUBLIC OF KOREA, 

AT THE INTERCOUNTRY WORKSHOP ON PRIMARY HEALTH CARE DEVELOPMENT 
IN MALAYSIA/REPUBLIC OF KOREA (KOREAN COMPONENT) 

Mr Governor, distinguished guests and dear participants: 
It is a great pleasure for me to welcome you all and meet the eminent 

group of health and social administrators and scientists here at the 
WHO/UNICEF sponsored Intercountry Workshop on Primary Health Care 
Development in Malaysia and the Republic of Korea. 

We have gathered here in order to discuss means and ways to cope with 
the BASIC COMMON HEALTH PROBLEM - how best to improve the health status of 
the entire population. 

It is obvious that the socioeconomic conditions of a country will have 
an important bearing on the type of health care system that it should 
choose. There are many different ways to achieve a given health goal, and 
the optimum path will vary with different socioeconomic factors involved. 

Yet there have been few studies of the cost-effectiveness of health 
programmes and the general tendency in many developing countries has been, 
as you may well be aware, to adopt the Western model of health care without 
alteration of the basic structure. 

Furthermore, there has been little study of the effects of different 
models of health care delivery on the process of socioeconomic development, 
which has become the overriding objective of most of the Governments of the 
developing world. 

Within a decade, Korea has succeeded in shifting its economic 
structure from a developing agricultural to an industrialized foundation. 
The current economy has grown to more than ten times that of 1962, when the 
first national economic development programme was launched by the 
Government. 

Meantime, with rapid economic growth, the national health needs have 
increased and brought mounting pressures upon the insufficient and 
inadequate services and facilities. 

Therefore, the basic problem has become more pressing, due not only to 
socioeconomic changes of communities throughout the country, but also to 
government's recognition of the importance of linking health improvement 
with socioeconomic development. 
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At present, under the fourth five-year economic development plan, the 
emphasis has been put on the systematic development of a social security 
system and the community development movement, called "SAEMAUL UNDONG", 
which was begun in early 1972 with the principles of self-support, 
self-reliance and cooperation. 

Furthermore, in order to make health care more readily available to 
needy persons, the Government has decided to implement several 
demonstration projects for developing a low-cost health care delivery 
system through KHDI and other relevant institutes. 

The statement just mentioned is by no means meant to deprecate the 
already existing programmes and outcomes, only to advocate new development 
in the future. To the contrary, we should realize the fact that health is 
seen as a variable, subject to multiple causation, with roots in other 
systems, as well as in health services intervention programmes. In this 
connection, I will illustrate these programmes for a moment. 

My government's priority is given to such community-based health 
activities as the construction of safe drinking water supply systems in 
villages, the maternal and child health and family planning services 
through village mothers' clubs throughout the country, the undertaking of 
nation-wide immunization programmes especially for preschool children, and 
the implementation of medical care programmes, etc. 

The sanitation activities, health education programmes for community 
people and special medical care programmes for those residents in remote 
islands and mountainous areas, are also to be included in these 
undertakings. 

I cannot fail to mention that the national medical insurance 
programmes, which have been initiated in 1977, are aimed at providing 
medical security to the entire population in the future. Under this 
programme, more than three million people were covered in 1977 and the 
number of people to be covered by this system is expected to increase to 
more than ten million in 1979. The medical care programme also provided 
free medical care to some 2.1 million people in 1977 and it was continued 
this year. 

Through these efforts, basic health needs are met, in part, with 
satisfaction. However, we are as yet not fully utilizing the existing 
resources and technology to meet our goal of accomplishing health care 
coverage for the entire population. 

At this time, very fortunately, many health and social scientists are 
devoting themselves to solving our global problems, and even in Korea 
several pilot and demonstration projects have been undertaken by various 
health agencies and institutes, such as KEDI. 
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It is not an easy task for us, and our ohallenge is to work together 
on mutual problems whioh affeot the future of human being. 

In this sense, we weloome sinoerely our colleagues from Malaysia and 
the Philippines for their future oontribution to the promotion of PRIMARY 
HEALTH CARE in the Republio of Korea. 

Lastly, we wish to give you full assurance that we will use your 
recommendations and comments, which will give us wisdom and courage, to 
improve upon our existing health care system. I hope you enjoy· your stay 
in the Republio of Korea. 

Thank you. 
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FOREWORD BY DR F.J. DY, REGIONAL DIRECTOR, 
WORLD HEALTH ORGANIZATION, 

REGIONAL OFFICE FOR THE WESTERN PACIFIC 

ANNEX 3 

The Constitution of the World Health Organization is not only based on 
the idea of cooperation between Member States and ,WHO but also 
unequivocally implies the need for cooperation among Member States, to 
promote and protect the health of all their people. Thus, WHO ,has a clear 
mandate to cooperate technically with countries and to foster cooperation 
between the countries themselves. It is committed to the principle of 
Technical Cooperation among Developing Countries (TCDC). 

As early as January 1976, the Executive Board of WHO adopted 
resolution EB 57.R50 which acknowledged the importance of TCDC as an 
integral part of overall cooperation for development. In resolutions 
WHA28.75 and WHA28.76 the twenty-eighth World Health Assembly emphasized 
new ways of intensifying support to developing countries by cooperating in 
their endeavours to achieve self-reliance, in keeping with the Programme of 
Action for the New International Economic Order. The twenty-ninth World 
Health Assemby adopted resolution WHA29.48, which called for reorientation 
of WHO's efforts towards "optimum use of the technical and administrative 
resources available in the developing countries" by channelling a greater 
share of the Organization's potential directly into technical cooperation. 

The promotion of TCDC at all levels will be of enormous significance 
for the future programming of WHO's resources and for the development of 
health services in the developing world. 

Since technical cooperation among developing countries is an essential 
component of mutual cooperation for development within the new social and 
economic order, this horizontal flow of technical cooperation must be 
actively organized and stimulated. A wide variety of experience, knowledge 
and capacities is already available in developing countries and must be 
identified, organized, promoted and utilized. The impetus given to TCDC 
and its growth will depend on the political will, conviction and 
perseverance of the developing countries themselves, the cooperation of the 
developed and industrialized countries, and the catalysing input of 
agencies within the United Nations sytem, as well as other international 
organizations. 

In the WHO Western Pacific Region the Regional Committee has discussed 
technical cooperation at length and by Resolution WPR/RC28.R2, established 
its own Subcommittee on Technical Cooperation among Developing Countries. 
Within the Regional Office a focal group coordinates the development of 
TCDC in the health sector. Its aim is to foster cooperation among the 
Member States of the Region. The degree to which it can do so will depend 
on all of us, acting individually and collectively. When we act 
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individually, we must bear in mind the collective spirit that inspired the 
policies of the Organization; when we act collectively we must bear in mind 
the sovereignty of Member States and at the same time their solemn pledge 
to sacrifice some of that sovereignty in the interest of solidarity in 
international health. 

For this to happen, serious dialogue between Member States and WHO is 
essential. The resolutions and recommendations of the Regional Conference 
on Primary Health Care held in Manila in 21-24 November 1977 and of the 
International Conference on Primary.Realth Care held in Alma Ata in 
September 1978 are important steps towards the achievement of "Health for 
all by the year 2000". If we can ensure the mutually supporting nature of 
our actions at national, regional and global level, we shall be able to 
face challenges with complete confidence and thus gain the moral strength 
to urge concerted action by all social and economic sectors striving for 
human development. 

The implementation of primary health care programmes can be expected 
to be complex because of the various challenges to be met. Member States 
of the Western Pacific Region have the technical knowledge and means to 
develop such programmes. In the spirit of TCDC, a collaborative network 
could be established, consisting of multidisciplinary groups of people from 
different geographical areas to form a framework for the continuous 
exchange and transfer of knowledge and experience, and the coordination of 
research and development programmes for primary health care. 

The Intercountry Workshop on Development of Primary Health Care to be 
held in Malaysia and the Republic of Korea is the first such effort. It is 
my hope that the workshop will contribute to the development of primary 
health care and to the attainment of "Health for all by the year 2000". 
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OPENING SPEECH BY DR ~.R.L. VERSTUYFT, 
WHO PROQ~MME COORDINATOR, 

KUALA LUMPUR, AT THE INTERCOUNTRY WORKSHOP ON 
PRIMARY HEALTH CARE DEVELOPMENT 

IN MALAYSIA/REPUBLIC OF KOREA 

ANNEX 4 

On behalf of the World Health Organization and Dr Francisco J. Dy, 
Regional Director of the WHO Western Pacific Region, I would like to thank 
you for your cooperation in holding the first Intercountry Workshop on the 
Development of Primary Health Care in the Region. 

The regional conference on primary health care held in Manila on 21-24 
November 1977 and the global conference on primary health care in Alma Ata 
last September, are milestones in our continuing struggle to improve the 
quality of life through health development for the millions so far 
neglected or underserved in the Region. 

Health standards are a vital part of the quality of life, and the 
improvement of health is an essential element of socioeconomic 
development. Health services, geared towards objectives which are 
carefully selected, can play an important part in improving health 
standards but they cannot do it alone. Health-oriented activities range 
much wider than the provision of health services. 

Malaysia and the Republic of Korea among the developing countries have 
achieved substantial growth in total real income. This has signifioantly 
affected the health standards of their population as reflected in a longer 
expectation of life at birth, a decline in infant mortality, etc. In 
general the living standards have greatly improved, although there are 
still pockets of rural or underserved areas and inner-city poverty. 

Past policies for development had been devised with laudable 
intentions, the emphasis being on economic growth. It was assumed that the 
beneficial effects of growth would spread throughout the economy. But the 
pace has tended to be very slow. Thus, a new thrust in development 
planning should aim directly at seeing that basic needs are met. These 
include essential public services such as safe drinking water, sanitation, 
public transport, health services and educational and cultural facilities. 
A policy oriented to meeting these basic needs implies the participation of 
the people in making the decisions that affect them. 

Each country will have to consider how to achieve greater equity in 
the provision of health services. The question must be asked, however, by 
what criteria equity may be attained in the distribution of services. Any 
attempt to move towards the idea of equity could involve a total reversal 
of the present system of allocating expenditure on health care. It could 
well involve much more than a mere redistribution of health service 
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resources, since health standards depend to a large extent on other aspects 
of the quality of life. For these services to be accepted and used to the 
best advantage, they should have strong links with the community and be 
integrated with other related aspects of development. 

May I assume that these issues would have your attention in your 
discussions? Field experiences in both Malaysia and the Republic of Korea, 
personal experiences of the participants and observers would surely ensure 
a fruitful exchange of ideas. 

I believe that this workshop, the first of its kind in our Region, 
would contribute substantially to health development activities •. For one 
thing, it could provide a forum for an exchange of information and 
experiences in primary health care, as the Regional Director has clearly 
stated in his Foreword, underlining the importance of TCDC and its 
implications, and outlining the organizational structure that could be 
pursued in this workshop. 

I wish you every success in your deliberations. 
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OPE~ING SPEECH BY DR A.M. RANKIN, WHO PROGRAMME COO~PINATOR, 
SEOUL, AT THE INTERCOUNTRY WORKSHOP ON PRIMARY HEALTH CARE 

DEVELOPMENT IN MALAYSIA/REPUBLIC OF KOREA 

On behalf of the WHO Regional Director for the Western Pacific Region, 
I would like to express my deep gratitude to the Republic of Korea for 
having agreed to host the second half of this intercountry workshop on 
primary health care development. 

This workshop is the first of its kind, after the regional conference 
on primary health care held in Manila in 1977 and the international 
conference held in Alma Ata City of the Kazak Soviet Socialist Republic of 
the USSR last September, in dealing with the operational and technical 
aspects of the implementation of primary health care at the country level. 

Health services in all countries of the world are today facing new and 
complex challenges resulting from changes in economic growth and technical 
advances as well as in moral and social values as they are closely 
interrelated with health and health care of the people. It has been 
reported that socioeconomic conditions have to a certain extent, much more 
profound influence on the health of the people than health services. On 
the other hand, when economic growth reaches a certain level, the health 
status of the people in turn influences the economic output. When the 
health status of the people is encumbered by poverty and injustice, the 
impact of health care services would be minimal. In other words, the 
people's basic economic needs must be met before one could expect any 
impact of the health services. 

In this context, the Republic of Korea and Malaysia are fortunate in 
that both countries have achieved a substantial level of socioeconomic 
development, which is reflected in a marked decline in mortality and in a 
longer expectation of life. The standard of living in general has improved 
in both countries in recent years although there are still underserved 
urban poor and rural population. Health standards are a vital part of the 
quality of life, which is the ultimate goal of socioeconomic development of 
any country regardless of its political economic system. The improvement 
of the people's health therefore is an essential element of socioeconomic 
development of the country. 

It is within this frame of reference that health services can play a 
significant role in improving the people's health but they cannot do it 
alone, because the range of health-oriented activities is much wider than 
the provision of medical care. 
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The conventional medical care approach or curative medical care 
services consume most of the usual health budget which is already small to 
begin with leaving very little for promotional and preventive health care 
at the periphery. This would imply the need for a redistribution and 
reallocation of the country's health resources. Moreover, medical care has 
a rather limited contribution in promoting good health since its impact is 
felt only on episodic situations and not on health which is conducive to 
total human development. The conventional medical care approach has to be 
transformed to a health-oriented one if we are to pursue the objective of 
equity and justice in health for all. This is so, because the extention 
and refinement of the present medical technology and its increasing 
complexity and cost have led to a contradiction between the technology as 
such and the socioeconomic ability to apply it to all who need it. 

It is to alleviate such a problematical situation that primary health 
care had been declared as the key approach at the recent Alma Ata 
international conference, in meeting not only the basic health needs but 
also in improving the quality of life of the total population. The 
Declaration of Alma Ata has made the concept of primary health care in 
global terms clear. However, the translation of this concept into 
operational terms must be based on individual country situations in 
relation to the extent of current problems, available resources and 
technology, and socioeconomic and political implications. 

I firmly believe that this intercountry workshop on primary health 
care development at the country level would contribute substantially to the 
development of health activities in the Region. As stated in the objective 
of the workshop, you are already taking the appropriate action in carrying 
out the resolution adopted by the United Nations with regard to technical 
cooperation among developing countries by sharing the information and 
experiences gained in the field of primary health care. Since this is the 
first follow-up activity of the post-Alma Ata conference jointly sponsored 
by WHO and UNICEF, in accordance with the Declaration of Alma Ata, will 
continue to encourage and support national strategies and plans for primary 
health care as part of the overall development of the country and will 
promote the mobilization of other international resources whenever required. 

I wish you all every success in your deliberations and hope that you 
will have a fruitful exchange of experiences and ideas as you had done in 
the Malaysian part of the workshop the past week. 

Thank you. 
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SPEECH BY MR ALAN E. MCBAIN, UNICEF REPRESENTATIVE IN KOREA 
AT THE INTERCOUNTRY WORKSHOP ON PRIMARY HEALTH CARE 

DEVELOPMENT IN MALAYSIA/REPUBLIC OF KOREA 

~r Chairman, distinguished guests, and friends, 

, 

I have been kindly invited by President Hyong Jong Park of the Korea 
Health Development Institute to present a congratulatory address'on this 
occasion. I am happy to do so, and indeed to congratulate the organizers 
of this imaginative workshop, held both in Korea and Malaysia, on their 
initiative in gathering together such a group of experienced and dedicated 
public health workers, planners, economists and others here today in a very 
beautiful province of Korea, in the final part of the workshop. I extend 
also our gratitude to the organizers of the meeting, and the provincial 
authorities, for their cooperation and assistance in making this workshop 
what I am sure it will be, another success. 

I had some hesitation in addressing such a gathering of professional 
medical experts and public health workers, since I am a layman. However, 
since I have recently been described by a distinguished medical man as "an 
intelligent layman", I am encouraged to continue. I will not bore you with 
another repetition of the meaning of primary health care; you all know 
about this, and your exposure to various discussions and meetings, national 
and international, will have given you plenty of theoretical background on 
what the term means. And the personal work of many of you in practical 
activities in health centres and other locations will have given you the 
necessary experience to help you evaluate the most effective forms of 
health care practiced now and to be practiced in the future. 

It is the future we should probably give most attention to, and 
thinking of the future, perhaps you will allow me to quote a few paragraphs 
written by a colleague who attended the meetings in Alma Ata this year. 
These, to me, point the way, and give guidance towards, what we should now 
be thinking and planning. 

He said: 

"Point 4 of the final declaration from the UNICEF/WOO Conference 
on Primary Health Care in Alma Ata, USSR, summarized the most 
frequently stated conference theme: "People have a right and duty to 
participate individually and collectively in the planning and 
implementation of their health care." 

Speaker after speaker emphasized the same points. Full community 
and individual participation - at every stage in the development of 
primary health care services - was essential. Self-reliance and 
self-determination must be allowed to flourish - and must be supported 
by all levels and sectors of ~overnment. Only in this way could the 
goal of "Health for all by ti",~ year 2000" be achieved. 
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What remains very much in question is the distribution of health 
resources. As Mr Labouisse reminded the conference, "The scandalous 
disparities between health opportunities in different parts of the 
world, and also within countries, can no longer be tolerated •••• 

A number of societies, both poor and rich, have reached a sort of 
impasse in the field of health care. 

In its final report, the conference declared that more than half 
the world's population - currently estimated at 4000 million - did not 
have proper health care. This "gross inequality", particularly 
between developed and developing countries, was po 11 ti()ally, soc:l,ally 
and economically unacceptable. ~ew approaches were essential. 
Primary health care was the key that would permit all peoples to reach 
acceptable health levels. 

It was emphasized that primary health care problems and solutions 
varied according to local conditions - as Dr Mahler repeated, "Don't 
adopt, adapt." But it was agreed that all systems should provide 
promotive, preventive, curative, rehabilitative and emergency care. 

A number of delegates pointed out that primary care was not 
primitive care. It used simple procedures and operated at a grassroot 
level, but it was an essential first level in scale of services, and 
was in no way inferior, Argentina argued." 

We have often been disturbed, in reading through plans for health 
improvement, to see the limited attention given to specific training for 
the difficult task of giving really adequate care and health education for 
mothers, mothers to be, and young children. Sometimes we get the 
impreSSion, reading some of these schemes, that it is thought a few days 
devoted to "orientation" or "refresher" training--sometimes a very few 
days--will be sufficient to enable the trainees to deal effectively 
henceforth with the human beings coming for their help. Much more time is 
spent, it often seems, on theoretical and higher level discussion. We 
plead therefore on behalf of the children and the mothers for an equal, and 
perhaps greater, part of the training, and planning, and care to be given 
to that large proportion of the community. 

We feel also that more attention needs to be given to what we 
frequently, and usually easily, refer to--it has become something of an 
international cliche in the past few years--as "community participation". 
I sense that this involvement is a lot more difficult at times than we like 
to think, having attended several workshops this year and last when a 
subject which took a lot of time was that of the "introduction and 
diffusion of innovation." How to introduce new ideas which will really be 
accepted by a rural or poor urban community, adopted, practised, and then 
become part of their ordinary life? Eminent sociologists and rural 
psychologists - to mention but a few of the various species of experts who 
attend such discussions - feel that we have a long way to go before we 
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really know how permanently to influence not just opinion but also 
practical action. There is such a thing as "disadoption" of an innovation, 
and this can occur when the new idea is shown not to work; to be against 
local cultural imperatives; to be difficult; to go against the ideas (or 
prejudices).of older people, or wealthier people; to cost more money; to 
take more t~me; to be against the usual, well known, and easily accepted. 
I think that all of us--and this can apply to UNICEF and the U.N. too, in 
some of its prograDllles--need often to know a good deal more about social 
anthropology before we push good and enthusiastic ideas. 

Here in Korea, we have an excellent starting pOint when we talk of 
cOlDllunity involvement in health, education, nutrition, social welfare, 
social development--all those elements, so often neglected, of improvement 
of the quality of life of the human being. The Saemaul Undong movement has 
already achieved much success in the physical infrastructural improvement 
of rural life, and peri-urban life. As it gradually introduces simple 
ideas of better health care, better nutrition (especially for the young 
child and the pregnant mother) better education and better quality of 
persona! and family life generally, it will probably succeed in getting 
even greater community interest and partioipation than it has, even to the 
present time. For community understanding and partioipation is the very 
essence of success in Saemaul Undong, and in community development 
programmes everywhere. 

I wish you a very fruitful and interesting week in this final part of 
the workshop. Although the weather will be a little colder than many of 
you are used to in your own oountries, you will find that the warmth of 
Korean hospitality and kindness will more than make up for the olimate, and 
I am sure you will have a memorable and enjoyable experience. 

Thank you. 
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LIST OF PAPERS PRESENTED AT THE WORKSHOP 

In Malaysia 

1. Community Development and Organization in Malaysia with special 
reference to problem areas 

2. Primary Health Care Approach in the underserved areas witq special 
reference to Malaysia 

3. The Applied Food and Nutrition Programme as a Community Health 
Prograome 

4. Experiences of involving community in the Planning of Community Health 
Movement with special reference to the state of Negeri Sembilan in 
Malaysia 

In the Republic of Korea 

1. Overview of development and implementation of primary health care 
prograDlDe in Korea 

2. Administrative preparation of primary health oare programme 

3. Korea Health Development Institute Demonstration Project 

4. Kanghwa Demonstration Project 
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LIST OF DOCUMENTS USED AT THE WORKSHOP 

1. Primary Health Care - A Joint Report by the Director-General of the 
World . .Health Organization and the Executive Director of the United 
Nations Children's Fund. 

2. Report of the International Conference on Primary Health Care held at 
Alma-Ata, USSR, 6-12 September 1978. 

3. Final report of the Regional Conference on Primary Health Care, 
Manila, 21-24 November 1977. 

4. World Health is Indivisible - Address by Dr H. Mahler, Director-General 
of the World . .Health Organization to the 31st World Health Assembly, 
Geneva, 9 May 1978. 

5. Te~nical Report, IHS Activities, Tacloban. 

6. Initiating Popular Participation at the barangay level: A case study 
of the community health development project at Carigara. 

7. A guide to implementation of primary health care at municipal/district 
levels. 

8. Towards alternative approaohes to health development in underserved 
cOllllluni ties. 

9. Current Status in Health Aotivities, Sanghwagee Primary Health Unit, 
5 December 1978. 

10. Kangwha Community Health (Teaching) Project by Dr 11 Soon Kim. 

11. Improving the Primary Health Care Delivery in Korea, the 
Administrative ASpect, by Sung-Kyu Ahn, MD. 

12. Overview of Development and Implementation of Primary Health Care 
Programme in Korea by Dr Hyung Jong Park. 

13. COlllllunity Health Demonstration Projeot in Hongchon Gun Kangwondo, 
Korea Health Development Institute, 5 Deoember 1978. 

14. Maul-Geon-Gang-Saup (Community Health Projeot) Korea Health 
Development Institute, 5 December 1978. 

15. Chunseoung Community Health Programme by Dr Ok Ryun, Moon. 

16. Saemaul Undong Korea, Ministry of Home Affairs, Korea, 1978. 
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17. Chunseoung Gun Community Health Programme, School of Public Health, 
Seoul National University, July 1975. 

18. The Status of Saemaul Project in Chun Sung Gun. 

19. Background Papers on Health Demonstration Project - With Special 
Reference to Primary Health Care - Korea Health Development Institute, 
1978. 
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LIST OF PARTICIPANTS AND SECRETARIAT 

Intercountry Workshop on Primary Health Care Development 
in Malaysia and Republic of Korea (Malaysian oomponent) 

MALAYSIA 

PHILIPPINES 

Dr Harbhajan .Singh 
Deputy Director of Health 
Family Health Division 
Ministry of Health 

Dr Jones Varughese 
Director of Medical and Health Services 
State of Negeri Sembilan 
Ministry of Health 

Encik Abdul Malek b. Ahmad 
Director of Community Development 
Coordination Unit 
Prime Minister's Department 

Puan Halipah bte Esa 
Assistant Director, Social Sector 
Economic Planning Unit 
Prime Minister's Department 

Cik Noriah bte Long 
Training Officer, Family Development 
Training Centre 
Ministry of Agriculture 

Dr Jose Seapno-Reyes 
Chief, Technical Services Division 
Regional Health Office No. "IX 
Zamboanga City 

Ms Fely Marilyn Elegado 
Institute of Health Sciences 
Tacloban, Leyte 

Dr Felipe Padilla 
Municipal Health Officer 
Munoz, Nueva ECija 
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Dr Sung Woo Lee 
Chief, Health Project Division 
Korea Health Development Institute 

Dr Gae Young Lee 
Senior Researcher 
Health Project Division 
Korea Health Development Institute 

Mr Hak Young Kim 
Associate Researcher 
Health Economics Division 
Korea Health Development Institute 

Mr Bu Chan Park 
Director 
Regional Development Division 
Ministry of Home Affairs 

Dr Byung Ryun Cho 
Medical Officer 
Ministry of Health and Social Affairs 

Mrs Jin Soon Kim 
Senior Researcher, Trainer of PHCW 
Korea Health Development Institute 

Mr Yeong Young Kim 
Field Supervisor, Gun Wee PHC Project 
Korea Health Development Institute 

Mr Soo Silk Yang 
Field Supervisor, OK Gu PRC Project 
Korea Health Development Institute 

Mr Silk Ho Yoon 
General Support Service 
Korea Health Development Institute 

Mr Kun Yong Song 
Senior Researcher, Planning and 
Research Division 
Korea Health Development Institute 

Dr Il Soon Kim 
Professor, Medical College 
Yonsei University 
Seoul 
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TEMPORARY ADVISER 
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TEMPORARY ADVISER 
(Malaysia) 
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Dr Ok Ryun Moon 
Assistant Professor, School of PRC 
Seoul National University 
Seoul 

Hr Michael Park 
Programme Officer, Nutrition 
UNICEF, Korea 

SECRETARIAT 

Dr A.M. Rankin 
WHO Programme Coordinator 
Seoul 

Dr G. Nugroho (Operational Officer) 
Medical Officer 
WHO Regional Office for the Western Pacific 
Manila 

Dr K.S. Lee 
Scientist 
WHO Regional Office for the Western Paoific 
Manila 

Dr M. Torfs 
Programme Leader 
Appropriate Technology for Health 
WHO Readquarters 
Geneva 

Dr Hyung Jong Park 
President 
Korea Health Development Institute 
Seoul 

Dr Raj Karim 
Assistant Director 
Ma ternal and Child. Realth Unit 
Ministry of Realth 
Kuala Lumpur 
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Intercountry Workshop on Primary Health Care Development 
in Malaysia and Republic of Korea (Korean component) 

MALAYSIA Dr Harbhajan Singh 
Deputy Director of Health 
Family Health Division 
Ministry of.Eealth 

Dr Jones Varughese 
Director of Medical and Health Services 
State of Negeri Sembilan 
Ministry of Health 

Encik Abdul Malek bin Ahmad 
Director of Community Development 
Coordination Unit 
Prime Minister's Department 

eik Noriah bte Long 
Training Officer 
Family Development Training Centre 
Ministry of Agriculture 

Dr Chew Poh Imm 
Medical Officer of Health 
Ministry of Health 

Encik Kamaruddin bin Haji Mat Tanda 
Assistant Community Development Officer 
Ministry of Agriculture 

Cik Mariam bte Ujang 
Assistant Director (Youth Section) 
Ministry of Youth, Sports and Culture 

Dr (Mrs) Prabavathy Joginder Singh 
Head of Maternal and Child Health Division 
Public Health Institute 
Ministry of Eealth 

Encik N.D. Nayagam 
Senior Public Health Inspector, Kuala Langat 
State of Selangor 
Ministry of Eealth 

Ms Puan Norma bte Baba 
Matron 
State of Negeri Sembilan 
Ministry of Eealth 
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Mrs Puan Ng Soong Lek 
Nutritionist 
Ministry of. Health 

Encik Yusuff Awang 
Programme Assistant 
Radio Television Malaysia 
Ministry of Information 

Dr Jose Seapno-Reyes 
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Chief, Technical Services Division 
Regional Health Office No. IX 
Zamboanga City 

Ms Fely Marilyn Elegado 
Institute of Health Sciences 
Tacloban, Leyte 

Dr Felipe Padilla 
Municipal Health Officer 
Munoz, Nueva Ecija 

Dr Sung Woo Lee 
Chief, Health Project Division 
Korea Health Development Institute 

Dr Gae Yong Lee 
Senior Researcher 
Health Project Division 
Korea Health Development Institute 

Mr Hak Young K1m 
Associate Researcher 
Health Economics Division 
Korea Health Development Institute 

Mr Bu Chan Park 
Director 
Regional Development Division 
Ministry of Home ATfairs 

Dr Byung Ryun Cho 
Medical Officer 
Ministry of Health and Social Affairs 

Dr Sung Kyu Ahn 
Senior Researcher 
Korea Health Development Institute 
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Dr Ha Cheong Yeon 
Senior Researcher 
Korea Health Development Institute 

Dr I1 Soon Kim 
Professor 
College of Medicine 
Yonsei University 

Dr Ok Ryun Moon 
Associate Professor 
School of Public Health 
Seoul National University 

Mr Chan . .Hong Moon 
Director 
Medical Affairs Division 
Ministry of Health and Social Affairs 

Mr Soon Tae Song 
Assistant Director 
Medical Affairs Division 
Ministry of Health and Social Affairs 

Mr Kil Byoung Yoone 
Chief, Manpower Development Division 
Korea Health Development Institute 

Mr Yong . .Hwan Lee 
Senior Programme Specialist 
AID/Korea 

Mr Kyung Kyoon Chung 
Associate Professor 
School of Public Health 
Seoul National University 

Dr Ki Soon Kim 
Community Development Project 
Cheonchu Presbyterian' . .Hospi tal 

Dr Kyung Sub 
Lecturer, College of Medicine 
Yonsei UniverSity 

Ms Jung Ja Lee 
Samhwa Community Health Project 
Sooncheonhyang Medical College 
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Dr Kyung Ha Park 
Director 
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Koje Community Development Project 

Dr Chang Ki Lee 
Lecturer 
Catholic Medical College 

Hs Hwa Joong Kim 
Assistant Professor 
School of Public Health 
Seoul National University 

Dr Sung Taek Kim 
Assistant Professor 
Department of Paediatrics 
Busan National University 

Hr Sung Kyu Chun 
Director 
Korean Applied Nutrition Project 
Office of Rural Development 
Ministry of Agriculture and Fishery 

Mr Yang Jyoon Byeon 
Assistant Director 
4th Investment Programme Division 
Economic PlanDing Board 

SECRETARIAT 

Dr A.M. Rankin 
WE[) Programme Coordinator 
Seoul 

Dr L.R.L. Verstuyft 
WHO Programme Coordinator 
Kuala Lumpur 

Dr G. Nugroho (Operational Officer) 
Medical Officer 
WHO Regional Office for the Western Pacific 
Manila 

Dr K.S. Lee 
Soientist 
WHO Regional Offioe for the Western Paoifio 
Manila 
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Dr M. Torfs 
Programme Leader 
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Appropriate Technology for Health 
WHO Headquarters 
Geneva 

Mr Y.Y. Kim 
WHO Administrator and Programme Assistant 
Seoul 

Dr Raj Karim 
Assistant Director 
Maternal and Child Health Unit 
Ministry of Health 

Dr Hyung Jong Park 
President 
Korea Health Development Institute 
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